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INTRODUCTION 


Much has been written and said on primary 
health care (PHC) since the historic confer- 
ence at Alma-Atain 1978, yet much of what one 
finds in these statements betrays confusion in 
the understanding of the basic principles and 
strategies of PHC. What is described by many 
authors and practitioners as PHC very often 
lacks PHC’s key elements. Those who are 
uncomfortable with these omissions have sug- 
gested various modifications to the name to 
bring the focus of PHC back to its most central 
and radical element: community participation. 
The most common of such alternative terms is 
community-based health care (CBHC). 


The CBHC approach is often presented as an 
alternative to PHC, when in fact it is PHC as it 
was originally intended. Central to CBHC, or 
true PHC, is empowerment—the enabling ofall 
people to be actively involved in the essential 
aspects of their lives. Empowerment is the 
process by which people, especially the 
disadvantaged, work together to increase their 
control over the events that determine their 
lives. It is a personal and group process 
combined. It cannot be done for people; they 
must do it for themselves. 


The CBHC programme addresses health is- 
sues on the basis of a broader understanding 
of health and how it can be cared for. Seen in 
the context of human dignity, development, 
and total well-being, health action becomes an 
-entry point for social action and wholistic devel- 
opment. The community-based programme 
focuses deliberately on the disadvantaged. It 
recognizes that people are already engaged in 
caring for their own health, confronting daily 
challenges with what they know and have. In 
CBHC, the root cause of ill health is seen as 
mainly social, economic, and political injustice. 
Therefore the CBHC approach aims at dealing 
with the oppressive system. The community 
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contributes not only resources and labour to 
these efforts, but also ideas, and the commu- 
nity members share in power and decision- 
making. 


In CBHC, the role of the health worker is to 
facilitate the empowerment process by creat- 
ing an environment in which people empower 
themselves. The role of the CBHC facilitator is 
in direct contrast to the common view of the 
health professional as an “expert,” doing things 


for helpless others. Health professionals are 


generally trained to see themselves as experts 
and health problems as strictly medical. Thus 
they design medical solutions to problems that 
are more than medical and hence unlikely to 
respond adequately to purely medical prescrip- 
tions, however appropriate. If and when health 
professionals evaluate their interventions, they 
are often surprised at how little has been 
achieved. 


In this issue of Contact, the second in a two- 
part special series, we presenttwo programmes 
from India, both with long experience in 
community participation for health development: 
the Comprehensive Rural Health Project in 
Jamkhed, Maharashtra, and the Deenabandu 
Training Centre in community-based actions 
for health in Deenabandu, Tamil Nadu. We 
also include an article from the Asian Health 
Institute, Aichi, Japan—a long-time partner of 
CMC—on their specific participatory training 
methodology. The second half of our interview 
with David Werner is continued from Contact 
No. 127, this time focusing on PHC and 
community participation. These articles and 
interviews, undertaken specially for Contact, 
are intended to explore the evolution of PHC 
and the on-going search for the most effective 
strategies for community participation and, 
ultimately, community empowerment. 


THE COMPREHENSIVE RURAL HEALTH PROJECT, 
JAMKHED, INDIA— 


THE EVOLUTION OF A HOSPITAL-BASED 
PHC PROGRAMME AS A FORCE FOR 
SOCIAL TRANSFORMATION 


In August 1972, Contact published a paper, 
presented at a Christian Medical Commission 
meeting by Dr Rajanikant Arole, on a rural 
health care project that he and his wife, Dr 
Mabelle Arole, had started two years earlier in 
the village of Jamkhed, Ahmednagar District, 
_ Maharashtra State, India. The paper explained 
how they arrived at the idea of the Comprehen- 
sive Rural Health Project (CRHP) after having 
discovered the limitations of a purely “curative, 
prescriptive, and clinical” medical practice: 


My wife and! were both concerned about the 
medical care of the rural population of India, 
and so after graduation we both went to a 
hospital situation in a rural area and worked 
there for about five years. To our amaze- 
ment, at the end of the five years, we found 
that all we had done was to take care of 
patients who came to the doorsteps of the 
hospital, but we had done little for the gen- 
eral health of the community around us.... 
-This made us realize our need for public 
health training to enable us to reach out to 
the community. 


So the Aroles had returned to Saaetal this time 
to study public health. The design and strategy 
of CRHP originated as part of M. Arole’s post- 
doctoral research. Although originally intended 
for another site in Maharashtra State, CRHP 
was finally located in Jamkhed because of the 


promise of cooperation extended by the local. 


people, but also because the site offered an 
ideal testing ground for the CRHP strategy. In 
his earlier Contact article, R. Arole explained 
the choice of location: 


While we were studying in the United States, 
we decided that we would go to an area 


- surrounding villages. 


where there was no Christian witness be- 
cause we wanted to establish a Christian 
witness in an entirely non-Christian area. 
Secondly, we wanted an area where there 
was an acute need for medical care and 
where there was no possibility of future 
development, either in the health field or in 
other fields, so that after five years there 
would be no other factors to account for the 
changes that take place. 


Jamkhed, which had been officially classified 
as “backward,” fulfilled the criteria. It also 
happened to be where R. Arole had been born 
and raised. The local economy inthe Jamkhed 
area is based on agriculture. There is no 
industry. Women make up approximately 70% 
of the labour force and work for daily wages. In 
most villages, a few families possess most of 
the land, and approximately 60% ofthe people . 
are poor, landless farmers. Droughtisachronic 
problem. As in other rural areas in India, the 
caste system in Jamkhed and its surrounding 
villages is strong. About 20% of the population 
is made up of “untouchables,” or Dalits (see 
box on pages 6 and 7). 


The goal of CRHP was to develop a pro- 
gramme suited to the needs of the local com- 
munity, but also compatible with the resources 
available to the community. The method for 
achieving this goal was mapped out. 


Amaincentre would be establishedat Jamkhed, 
offering diagnostic help, facilities for emer- 
gency surgery, and emergency medical care. 
There would also be a number of subcentres in 
Auxiliary workers and 
paramedical workers would supplement the 
expertise provided by the health professionals. 
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The cooperation and involvement of the indig- 
enous practitioners, health officials, school 
teachers, and dais(indigenous midwives) would 


be needed, and there would be cooperation » 


with other government programmes. Finally, at 
the end of six years, CRHP would have to be 
self-supporting. 

The programme objectives were: 

to reduce the birthrate from 40 to 30 per 
1000 population; 
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under-five by 50%; 
to identify and bring under regular treat- 
ment leprosy and tuberculosis patients; 


to train indigenous workers and offer field 
training to health workers. 


CRHP’s main activities to accomplish these 
objectives would be the establishment of an 
under-fives' clinic, family welfare programmes, 
family planning programmes, leprosy and tu- 
berculosis programmes, mobile clinics, anda 
school health programme. Curative services 
for acute surgical and medical emergencies 
and diagnosis would also be carried out at the 
project centre in Jamkhed. 


In a recent interview with Contact, the Aroles 
looked back on the early years of the pro- 
gramme and its guiding philosophy (see box). 


® 


CRHP as it has evolved 


The original goal and objectives of CRHP, as 
well as the programme’s main activities, re- 
semble those of other hospital-based rural 
health care programmes undertaken in the last 
two decades. Unlike many such programmes, 
however, CRHP has steadily succeeded in 
achieving and then exceeding its objectives, as 
the available statistics show. 


In 1971, the programme began by serving 
seven villages. By 1992, that number had 
grown to 200. Also by 1992, the population 
served had increased from the original 10,000 
in 1971 to over 250,000. By 1987, the birth rate 
had droppedto 24 per 1000 population. Original 
research by the Aroles before the start of the 
programme in 1971 had shown family planning 
to be adopted by less than 1% of eligible 
couples in the Jamkhed area. By 1981 family 

continued on page 5 


to reduce the mortality rate in children — 


| : cae their rlvelinood c 


, th ee ot ‘course, hon realize unconsciously that food and water have | a pein on health.” tee 


their iveinood 


Contact: Whatis your philosophy, —s—=™ 2 1. Ar le: It 
then, behind the hospital, behind these ee 


curative services? 


R. Arole: ENG without oe  . 


a hospital eomewhers wihout any idea 
of what you are doing there. Youcan- 


not just establish the hospital and then — 
carry out some surgery or a few investi- 
gations without having any understand- 
ing of the needs of the. people. | 


Many mission hospitals have been 


established as a kind of a shop, offering oC 


a variety of commodities. And the _ 
commodities in the shop depend onthe 
arbitrary thinking of the doctor. Sup- 


pose the mission hospital has a mission- — 


ary who is a plastic surgeon or other 
specialist. Depending upon the exper- 
tise of that doctor, the mission hospital 
establishes a service, which may have 
no relation to the actual needs of the 


community. Instead you must start with th 


the people. 


We started with the people. We did the 


surveys. We found malnutrition in 


under-fives and pregnant mothers anda 


need for family planning. We found 
certain chronic illnesses, tuberculosis, 
leprosy, and blindness, for example. 
These were the problems. Now, how do 
you establish a secondary care for 
people with these problems? 


Take the pregnant mother. What are 
the problems she is likely to have. She 
may bleed, so she may need blood 
transfusion, which requires crossmatch- 
ing and equipment and someone to give 
her blood. She may need caesarean 
section, so you have a simple operating 


lilustration: Women in Action 


Though established with the best of intentions, mareslote as 


hospitals often offer services that have no relation to the 


- actual needs of the community. “Instead | you must start 


with the people,” insist the Aroles. 


planning had been adopted by 55% of eligible 
couples. Infant mortality had been more than 
halved, dropping from 80 to 25 per 1000 live 
births by 1992. Malnutrition, which in 1971 had 
been as high as 30%, by 1987 had fallen to 4%. 
Immunization coverage, which had been .5% 
in 1971, had peaked at 97% in 1984 and then 
levelled out at 80% in 1991. 


The school health programme that had been 
one of CRHP's original activities was dropped. 


It had proven unproductive for the amount of | 


effortinvolved. “Secondly,” explained R. Arole, 
“it was only the children of the privileged who 
were going to school in the first place, and we 
are working for the poorest among the popula- 
tion, so out it went. Instead we have developed 
a programme based on Child-to-Child materi- 
als. The village health workers now teach the 
children howto read and write, howto take care 
of their younger siblings if they get diarrhoea, 
and how to take care of their animals. The 
children also learn cooking and sewing.” 


The feeding programme, which had also been 
among the programme's original activities, was 
continued for about six years—during a time 
when malnutrition as the result of a severe 
drought in 1972 was endemic. After enough 
food began to be produced in the villages to 
meet basic nutritional needs and enough health 
education was being given, the feeding pro- 
gramme was stopped. 


Significantly, the CRHP had become self-sup- 
porting, as originally intended. 


Even more significantly, while meeting and 
expanding its health-related objectives, the 
programme has profoundly affected the under- 
lying social structure of the villages it serves. 


Enter the village health worker 


Initially, the programme had counted on nurses 
to liaise between villagers and the CRHP ser- 
vices and also to act as catalysts for social 
change. The Aroles were soon disappointed in 
this expectation. The nurses were not happy 
living alone in remote villages, and there re- 
mained a barrier between the nurses and the 
villagers as the result of their differing levels of 
education. The Aroles are frank about the 
effect that this situation had on their thinking 


and how it led to a breakthrough that would 

change the character of CRHP. 
We had gone to Johns Hopkins [for our 
degrees in Public Health], where we had 
talked about community participation and all 
that, yet it was quite ingrained in us that we, 
as doctors, were going to do everything. So 
this idea of delegating our work to the nurses 
was not open to us. Our idea of delegating 
was that we would do the diagnosing and 
they would do some follow-up. When we 
came here our idea was “We'll see every 
patient and tell the nurses what to do.” 


But after being here and seeing how over- 
whelming the work was, we felt that the 
nurses should stay in the villages. And at 
that time, their skills were limited, so that had 
to change and we had to give them more 
responsibility. Then we found thatthe nurses 
were not bringing any change to the people. 
So the first change in our lives came when 
the villagers suggested that we train the 
village women to be village health workers. 
At that time we believed that only the doctors 
should be treating illnesses and that these 
women should be involved in nutrition edu- 
cation, but not in health education. 


Then slowly the villagers began to trust their 
ability, and then they asked us if we could 
teach them to deliver babies. We taught 
them and they became very good at it. And 
then we taught them about family planning. 
So whatever we taught them they became 
very good at. And actually that was where 
our whole idea about the capability of illiter- 
ate village people began to change. 


At the same time, we were deeply disap- 
pointed with the so-called educated people 
[among our staff]—their bickering and their 
selfishness and the way they were trying to 
shirk responsibility. So this conflict arose: 
disappointment with the so-called educated 
fellows and appreciation for the poor and 
illiterate. And this feeling grew. Over time 
we have become quite disdainful of the 
people who call themselves experts. Thisis 
where we are now. 


And also we have realized how non-medical 
interventions affect the health of the people. 
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= by a section of India’s Ss populatio 


officially as Scheduled Castes eS | 


Scheduled Tribes, or harijans (Gandhi’ S 
term,meaning ChildrenofGod). Itevokes 
the bondage and agony, anguish and 
aspirations of a people victimized, 


exploited, and op passed tivougno 2600 
years of Indian history. 


Dalits constitute between 15- 20% of ane ti 


outside the Hindu caste system, they are 


assigned the very bottom rung of the SO- ak 


cial ladder. In the not-so-distant past, 


Dalits were expected to shout orring abell 
when anon-Dalit approached. Branches 
were tied to their waists to sweep away 


their footprints. Earthen pots tied around 
their necks served as spittoons. 


molten lead if they tried to hear or recite 
the scriptures. 


Today, Dalits are rejected by caste Hindus 


in all areas of life as in death. In rural 
areas, where the majority live, they are 
segregated from the main village and 
barred from using common village wells 
andtemples. Condemnedto performsuch 


“unclean” occupations as leather working, 


‘Their | 
ears and throats were to be plugged with ~ 


tome for + arcing 


Sudras for manual ae 


digging burial pits, and carting night-soil, _ S ve etaiar 
Dalits constitute India’s largest group of Jods. 


landless, low-paid or bonded agricultural 


labourers. They suffer disproportionately 
from illiteracy and under- and unemploy- 
ment. They are the poorest of the poor. 


fessions, ate impure" food, and wo 


shipped “impure” gods. Hence th 
untouchable. This extreme form 
stratification c conditioned Dalits (0 accept 


Taking into consideration social issues like 
the status of women and the caste system 
was very new to us at first, but then we 
realized how they have such a major role, 
especially the status of women, in changing 
the health ofthe people. Thatwas newtous. 


The Aroles describe their model for PHC as 
consisting of a "three-tier system of delivery of 
health care. Each village has a village health 
worker who provides primary health care. The 
second tier is the health team, which visits her 
every one or two weeks to help her with activi- 
ties. The third tieris the physician with special- 
ized services and onward referral system. The 
village health worker plays the most vital role in 
this system.... The village health workeris avail- 
able at alltimes. She is there to give medicines 
and conduct deliveries, and, above all, she is 
there to support the people emotionally and 
psychologically. Since she is from the village, 
the people find it easier to accept and trust her 
than the young Auxiliary Nurse Midwife, who is 
not one of their own....The role of the village 
health worker is as an agent for change.” 


By necessity, the Aroles changed their thinking 
and modified their approach, and the result has 
been a catalyst for social change. The lives of 
individuals and whole communities have since 
been affected. Before she became a village 
health worker, Salubai of the village of Rajuri, 
for example, was an outcaste. Through a 
translator, she told her story to The Lutheran 
Standard (May 4, 1984), a publication of the 
Evangelical Lutheran Church of America: 


Salubai was married when she 
was 10 years old and became 
pregnant when she was 14. 
The childbirth was difficult and 
the child was born dead. “I was 
thrown out by my husband. So 
my position was the lowest in 
society. |am aharijan.” When 
she was selected by the Aroles 
for training as a village health 
worker, the villagers of Rajuri 
were skeptical at first. “l was 
not allowed into their homes.” 
She encountered more resis- 
tance when. she moved her 
nutrition programme into the 
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Village health worker Salubai and members of her village women's group discussing 
changes in their village with a group of visiting health professionals. 


harijan section of the village. Children from 
caste homes “would come, against the 
wishes of their parents,” Salubai relates. 
Parents would tell their children, “You must 
not eat from the hand of the harijan woman.” 
The mothers were “annoyed when their chil- 
dren would do this, but they accepted it.” 
Often, when Salubai entered a caste home, 
she found that all valuables had been put 
away, and she was told not to touch any- 
thing. Once, after helping deliver a baby in 
the home of an upper-caste family, she was 
offered tea in a “special, cracked cup so | 
wouldn't pollute the good cups.” The new 
mother protested to her parents: “You didn't 
think | would be polluted [during the deliv- 
ery], So why are you making such a fuss?” 
Salubai declined the cup, saying, “I don’t 
drink tea.” Change came slowly. 


In avisit to Jamkhed in February 1992, Contact 
spoke with members of the Mahila Mandal, or 
women’s club, of the village of Rajuri. Salubai 
was there and spoke of her work and the 
changes that had taken place as the result of 
the creation of the women’s club. Asked about 
the caste system, one of the women replied 
that the caste system had been very strong in 
their village, but this was no longer the case. 
The women all sitting together proved it. 


The Aroles may not have anticipated the de- 
gree to which village health workers would 
become key to CRHP, yet effecting. social 
change had always been one of the underlying 
motivations behind the programme. In their 


interview with Contact, in the context of the 
evolution of CRHP, they spoke of the process 
of social transformation (see box below). 


The future of CRHP 


Recognition of the achievements of CRHP, as 
a successful primary health care programme 
but also as a force for social change, is now 
widespread in India and internationally. The 
Aroles have been called upon to extend their 
work and to cooperate increasingly with gov- 
ernment in the provision of health services in 
the Jamkhed area and beyond. The Govern- 
ment of Maharashtra, for example, has asked 
CRHP to train all of the 3000 “village health 
guides” for the Anmednagar District. Some of 
~ CRHP’s earliest village health workers play a 
leading role inthis training. The CRHP has also 
been requested to provide training at the higher 
levels of the government health service. 


During the past several years; Jamkhed has 
been visited by health professionals from over 
85 different countries, who wish to study 
firsthand the CRHP experience. The Aroles 
now wish to formalize the training that they 
have been providing on anad hoc basis to such 
visitors. They have recently developed a model 
for an International Training and Research 
Centre in Primary Health Care at Jamkhed. 
-The centre will provide six weeks of training in 


PHC to doctors, nurses, administrators, policy 
makers, and others involved in health and 
development. 


Asked if this could be considered an inevitable 
development for a mature primary health care 
programme, R. Arole replied, “Yes. We decided 
that instead of expanding all over we would 
establish this international training centre for 
PHC. Most PHC training is theoretical. Here 
we can give hands-on, practical training with 
the involvement of the community.” M. Arole 


~ was quick to add, “But what is really unique is 


that CRHP village health workers have gone 
out to regional training centres in Maharashtra, 
and they have been the ones who have been 
training the doctors on how they should go 
about community-based health care. They 
explain the problems in the villages and what 
the training should be. The whole thing is done 
by village health workers.” 


The success of CRHP is often attributed to the 
charisma of the Aroles. Partly to disprove this, 
they have absented themselves from Jamkhed 
for the last two years. During this time, they 
developed the International Training and Re- 
search Centre model and taught publicheatth— 
“bolstering PHC at a time when governments 
are not in support, keeping PHC alive.” 
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| advantage of our hospital, this is alright 
_ but we shall deliberately reach out to th 
a poor part of the e populace, 


This is the whole q. 
The second thing 


‘nurse went givingimmunization. Sol sa 
went with this nurse. Early morningwe 


went into the village and knocked at 


each door. The family opened, and the . 
ee said "We have come to : 


come tomorrow and give you medicine 


It is ridiculous, but it happened all the - 


time. So there has to be that integration 


of curative and preventive services. 
There also has to Re integration with 


2 a hese are ‘the non- a 
| that have a direct effect on health. 


Contact: Can we talk about the non- 
medical programmes that you have 
developed with the community? 


R. Arole: Let's take agriculture. The 
biggest problem i in this area is water. 
The rainfall here is about 30 cm per 

year. So first of all we want to make 


sure that we harvest the water. In the ae ie 


ogether that people S: express : | 
ae we try to find 


Because, ce had been a priority 


identified by the community, our first big 
programme was the drinking water 
programme jsin, Where & the ca 


tone ke Know that if the well is in that. 
_area, they will not be allowed to draw . 
water. So we asked the geologist to go 
around the village doing his testing buts blac 
ultimately to zeroinonanuntouchable _ 
area. But this was done slowly. Overa — 


period of months, we putin 140 wells. 


Only later did the high caste people 
realize what had happened. 


At first, caste problems also prevented 


community participation in the training c 
village health workers. When the village ca 
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women first came for their training, the 


high caste women refused to sit with the - 
low caste women. The low caste 


women would not even sit on a carpet. 
They sat to one side. So we integrated 
them. We had them cook together. 


besa) Andd 
kind aor f heart?” 


ones. ee: 0 


. almost insignitics 


In their absence, the work at Jamkhed contin- 
ued and was even expanded into a new area, 
150 km away in the mountains of the western 
Gaghts. There the villages lie in valleys so 
deep that some rarely see the sun, and drought 
_is a problem because rainwater runs off the 
steep slopes before it can be retained. First 
into these villages from Jamkhed, after the 
necessary introductions to village leaders, were 
. the experienced village health workers—build- 
ing bridges first from woman to woman and 
then from village to village in a way that health 
professionals from the outside never could. O 
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A recently trained village health worker from the 
mountainous region of the western Gaghts, a new area into 
which CRHP has recently expanded, explains her work to a 
group of health professionals and development workers. 


Health ‘development is a matter of changing attitudes, 

conclude the Drs Arole. Here a young girl listensintently : 
as the village health worker of her village. speaks to a The | primary th g 
group of health professionals. per son is cha 


TOWARDS COMMUNITY-BASED ACTIONS 
FOR HEALTH— 


THE RADICAL EVOLUTION OF A HEALTH DEVELOPMENT 
PROGRAMME AT DEENABANDU, INDIA 


An article on the community-based programme in Deenabandu, written by the co- 
founders of the programme Drs Hari and Prem Chanaran John, first appeared inContact 
in December 1984 (Contact No. 82). It provided a refreshingly frank look at the evolution 
ofacommunity-based programme over its firstdecade. The authors entitled their article, 
“We Learn Through Our Failures.” At that time they described Deenabandu as a 
programme that had “grown along classic lines. It started as a ‘service for the needy,’ 
health-delivery type of unipurpose programme, and through many stages it has finally 
evolved into a plograinme that aims at structural Guages! in society that will bring about 
social justice.” 

In fact, from the time that this statement was written the programme has continued to 
evolve. Now nearly another decade later we return to Deenabandu to follow its more 
recent developments. We find that the programme has taken increasingly radical turns 


in search of the most effective strategies for community empowerment. 


The story of Deenabandu actually begins in 
1947 with a young Indian pastor, inspired by 
Gandhi and filled with a desire to make his 
religion practical. With 2000 rupees given to 
him by the South India United Church (now the 
Church of South India) the young pastor and 
his doctor wife founded Deenabandupuram, 
“Village ofthe friend of the poor.” Deenabandu’s 
early accomplishments were true to its mis- 
sionary nature: medical work, especially among 
. leprosy patients; a school and an orphanage; 
and a small agricultural programme. The 
Deenabandu mission grew into a large multi- 
sectoral programme—the Rural Life Centre— 
which is still a strong presence in the area. 
The young pastor was the father of Prem Chan- 
dran John, co-founder with his wife Hari, of the 
community-based health care programme in 
Deenabandu. Hari and Prem John are gradu- 
ates of Christian Medical College, Vellore. 
Following their graduation, in 1969 they came 
to Deenabandu as medical doctors to work 
within the mission programme. In 1971, a full- 
fledged mission hospital was built as part of the 
Rural Life Centre, and it became known for 
excellence in curative care. 


In their Contact article of 1984, Hari and Prem 
John looked back on their early years at 


Deenabandu: 

The period 1969-1973 saw extensive cura- 
tive services offered at the Centre, coupled 
with a mobile clinic that took "modern medi- 
cine" into the villages. This was also aperiod 
when many assumptions were made that 
were to have considerable influence, both 
negative and positive, on the programme 
that followed. This was the time when we 
arrived to work in Deenabandu. 


Having just graduated from a prestigious 
medical school, we assumed that we knew 
better than the community what their needs 
were. Therefore, planning of programmes 
was based on our own perceptions. Our 
sophisticated medical education also taught 
us to look down on anything indigenous, and 
an over-reliance ontechnology handicapped 
us in village conditions. 


A total lack of training in social sciences kept 
us in ignorance of the complex interactions 
between various forces within and without 
the community. We were totally unaware of 
the true socio-political situation in the coun- 
try, and we were unable to see the true 
cause of ill health in communities, which is 
poverty. Our education had not prepared us 
to face realities in rural India. 
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Medical training most often does not prepare a doctor for the 
reality of life in rural India, nor for the types of non-medical 
interventions, such as education, that will have along-term effect 
on health, as Drs Hari and Prem John discovered. 


The realities of life in the rural area of Deena- 
bandu at that time were similar to those in the 
area of Jamkhed, described earlier in this is- 
sue. The infant mortality rate in the villages 
around Deenabandu in 1973, forexample, was 
127 per 1000 live births. Located 120 km west 
of Madras, the Deenabandu area Is character- 
ized by broad valleys broken by cone-shaped 
hills. The hills, once forested, are now barren. 
The valleys between the cone-shaped hills are 
fertile, but they are planted mainly with export 
crops: rice, peanuts, and sugar cane (the 
production of whichis government subsidized). 
Forty percent of the population is composed of 
harijans, and 40-45% is landless or left with 
only the eroded land onthe steep hills. Benefits 
from the sale of export crops generally do not 
filter down to the landless and disadvantaged. 
As the realities of life in rural India and the 
inherent limitations in curative care dawned on 
Hari and Prem John, they began a personal 
and professional evolution which would radi- 
Cally affect the programme at Deenabandu. 
Hari John spoke of this period of discovery in an 
interview with Contact (see box). 
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Rts age 
. camphor ointment and put it into the 


Vicks bottles. When people came for 
ointment they gave this. When people 
asked why the mix was so watery, the 


village health workers replied, “See, 

_ these Americans, they have decided to 
make this watery type of thing, soit's _ 
watery Vicks. The people acceptedit. _ 

_ They applied it and it worked. The next. 
time they came back, the village health 


workers said, “It’s not Vicks, and we'll © 
teach you: how to make it.” 


Hari and Prem John had initially assumed that 
tackling the complex problems they were en- 
~ countering in their work in Deenabandu “re- 
quired well-trained professionals and that aux- 
iliaries were not capable of doing meaningful 
work. The shift from our initial ‘service deliv- 
ery,’ high technology, professional, scientifi- 
cally planned type of programme to a point 
where we considered ours to be an ‘enabling 
‘role’-—enabling the community to live in health, 
using appropriate technology and appropriate 
levels of workers, and enabling true participa- 
tion of the community in all levels of programme 
implementation—was long.” 


Determining the appropriate levels of workers 


for the Deenabandu programme was an on- 


going process which began to crystallize in the 
mid- to late1970s. Initially, surveys of the local 
population and home visiting had been under- 
~ taken by auxiliary nurse midwives. By 1975, 
village health workers had been chosen, but 
health education in the villages was still carried 
out by the auxiliary nurse midwives. Through 
1978, the village health workers acted mainly in 
support of the programme's curative services, 
as offered by the hospital and the mobile clin- 
ics. Mobile clinics were held onaregular basis, 
until, as the Johns explained in their 1984 
Contactarticle, “we learned enough to see only 
those patients who were referred to us by the 
village health worker. The [mobile] clinics, 
though used as an ‘entry point,’ tended to slow 
the process of acceptance of the village health 
~worker by the community, and we stopped 
doing them entirely after four years.” It was in 
the late 1970s and early 1980s that the village 
health workers began really expanding their 
role. By 1981, they were handling 60-80% of 
the curative work. At that time they were using 
a selected range of Western medicines pro- 
vided by the Deenabandu programme. By 
1984, they had switched to herbal remedies, 
with the occasional exception of aspirin for 
fever. 


The Deenabandu programme today places the 
village health workers and the dais (traditional 
birth attendants) at the front line of health 
development. They are backed by the 
‘programme managers, the auxiliary nurse 
midwife, and a staff nurse. There is no longer 
a doctor with the programme and the hospital 


no longer functions as a hospital. Ithas become 
a training centre for community-based health 
development. Although Hari and Prem John 
maintain an active interest in Deenabandu, the 
overall’ responsibility for programme 
management is now in the capable hands of 
Sister J. Jegannathan, formerly a nursing 


‘superintendent with Christian Medical College, 


Vellore. Inthe mid-1980s, the Johns decided to 
withdraw from active management of 
Deenabandu in order to free themselves for 
broader involvement in comprehensive health 
and development. Hari John now heads the 
Asian Network for Innovative Training, 
Research and Action Trust (ANITRA) and Prem 
John the Asian Community Health Action 
Network (ACHAN), both based in Madras. 


The changes at Deenabandu, including the 
discontinuation of the hospital, meant adjust- 
ments for the many people involved or other- 
wise affected by the programme. For Sister 
Jegannathan, the transition presented certain 
challenges. She explained some of these to 
Contact in an interview during our February 
1992 visit to Deenabandu (see box, page 20). 


The village health workers also faced adjust- 
ments during this transition. In February 1992, 
ten Deenabandu village health workers, some 
of whom have been with the programme for 16 
years, metinformally as friends and colleagues 
with Hari John, who they had not seen for 
several months. At that meeting, some of them 
spoke of their reactions when the hospital had 
closed in the mid-1980s. Although they have 
since proven their competence in the absence 
of medical doctors—there have been only five 
referrals since 1986—they were sad to see 
Johns depart and give up the medical practice. 
To the latter, Hari John replied simply, “I have 
transferred my knowledge to you.” 

Among other things, the group spoke of their 
relations with government health services. This 
experience has been mixed. Inthe discussion 
that followed, they reported that people in their 
villages will not go to government doctors for 
injections because the doctors sometimes give 
“bad” injections. The people would rather pay - 
a private doctor. Bushnam, a village health 
worker who has been with the Deenabandu 
programme for 16 years and who also 
undertakes surveys for the government health 
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service, related one case in which she had 
accompanied a person to the primary health 
care centre foraDPT vaccination. The injection 
point had later swelled. The doctor who had 
given the injection then said, “You know how 
bad government services are. If you want 
quality, you should come to me in the evening.” 
The doctor had a private practice on the side 
and was stealing drugs from the primary health 
care centre for use in his practice. The women 
added that they now ensure that government 
nurses use proper sterilization procedures, and 
the health workers do the boiling of the needles 
for injections made when they are present. In 
the government hospital, however, it is the 
doctor who makes decisions, and they cannot 
do anything to influence his practices. 


By 1984, Hari and Prem John had come to the 
conclusion that, despite the obvious deficien- 
- cies in the care offered by the government 
health service, government facilities should be 
used and should be made to improve. 


We started with a base hospital providing 
secondary care. The hospital had a very 
busy and often lucrative practice. We found 
that we tended to spend more time “curing” 
people and slowly started de-emphasizing 
this aspect. The effective service carried out 
by the village health workers also dimin- 
ished the number of people who need sec- 
ondary care. We now believe that if enough 
preparation of the community is done, it 
should be possible to start programmes with- 
out base clinics, which are often a hindrance. 
We also believe strongly that existing gov- 
ernment facilities should be used, and if they 
are inadequate, people should be organized 
to demand better services rather than dupli- 
cate services. 


The Johns ultimately felt that curative services 
offered by the hospital and the mobile clinics 
were actually detracting from the main work of 
the programme, which was to benefit the poor 
and promote community empowerment. This 


could best be done through the village health 
workers. Over time, they also found that in 


order to have any impact on the situation ofthe 


poor, activities to promote community empow- 
erment must specifically involve the poorest 
within the community. In 1984, they wrote: 


We started this as a total community 
programme, for the rich and the poor alike, 
‘for the-upper caste and the lower caste, for 
we believed that we had a duty to all. During 
the initial stages, we found that the services 
offered by us were being extensively used 
by those who have land, money, education 
and who are often from the upper castes. 
This resulted in one of our primary objectives 
being fulfilled—to double income levels. A 
mid-programme assessment revealed that 
though we had largely achieved this 
objective, it was at the cost of the poor, who 
showed only marginal growth while the 
“haves” showed spectacular growth. This 
was evident in'a dairy programme we 
initiated. This package programme involved 


suicide. He was persuaded to change his _ 


mind by Hari John. 


bank loans for cows and feeds, fodder 
development, milk co-operatives and 
transport of milk to the dairy. Not taken into 
consideration was the fact that the landless 
harijans were not usedto cows, had no place 
to grow green fodder, and if they had any 
milk, sold even the last drop to the dairy, 
while their children were malnourished. The 
land-owning classes, on the other hand, 
increased income levels significantly.... 


This and other lessons made us resolve to 
work only with...the powerless: the landless 
and the harijans. All programmes—health, 
agricultural, animal husbandry, etc.—were 
offered exclusively to this group. The village 
health workers, too, served only them. Thus 
our focus became defined. 
Although these words were written in 1984, the 
commitment of the Deenabandu programme to 
focus on serving the truly poor has only grown 
stronger since. From the 1979, as the chart on 
pages 26 and 27 shows, the accent of the 
programme was on serving the powerless but 
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also on serving others as well. By 1984, the 
programme was serving only the powerless. 
Also during this time, the programme evolved 
to become more comprehensive, emphasizing 
not only health but the organization of women 
and youth, and the development of the 
community’s critical awareness and ability to 
analyze their situation. The programme was 
experimenting with alternatives in health, edu- 
cation, andagriculture, and was placing greater 
emphasis on the environment. It had become 
clear that only through a comprehensive ap- 
proach to development, which included health, 


could any radical change be made in the situ- ~ 


ation involving the poor. Hari and Prem John 
now term such a comprehensive approach 
community-based actions for health. 


Strategy for expansion 


_ This new comprehensive approach was ap- 


plied when in 1988 the programme expanded 
into a new area, Lakshmi Reddi Palli, 35 km 
from Deenabandu. Lakshmi Reddi Palli had 
been selected on the basis of a sample survey 
that showed. it to be chronically prone to drought, 
andthe women inthe areaseemed particularly 
oppressed. A team composed of Sister Jegga- 
nathan and experienced village health workers 


from Deenabandu first wentto the area by jeep. - 


They were ignored by the local villagers. They 
returned several days later and received the 
same cool reception. The team began taking 
the public bus instead of the jeep to travel to the 
new area. The visits continued twice weekly for 


six months before the villagers of Lakshmi - 


Reddi Palli began to open up to them. 


Village health workers from Deenabandu would 
arrive and join the local womenin their cooking. 
They would play with the children, wiping their 
noses and picking them up when they fell 
down. The breakthrough came when the vil- 


lage health workers treated a young girl for 


severe malnutrition and tuberculosis. To treat 


_the malnutrition, they asked villagers for dona- 


tions of food from which they made a nutritious 
gruel. They also treated her with drugs for 
tuberculosis. The girl recovered andthe village 
of Lakshmi Reddi Palli began to trust the Deena- 
banduteam. Laterthe team asked the villagers 
why they had at first not wanted to discuss the 
possibility of organizing the wommen. They 


replied, “Other people have already tried it, and 
besides, we thought you were just coming tu 
evangelize.” Once their suspicions had been 
laid aside, a women’s group was formed, and 
the group chose women to be trained as village 
health workers. | 
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The petition of the women's group of Lakshmi Reddi Paili and 
some of its 33 signatures. 
During a visit by Contact to the village of Lakshmi Reddi Paili, the 
villagers spoke of a current problem they have and of the totally new 
way that they have dealt with it now that they are organized. When the 
husband and wife of one family in the village repeatedly used abusive 
language in public and threatened other villagers with bodily harm, the 
women got together and told them, “You cannot continue like this. If 
you do, we will ostracize you,” which they finally did. The wife of the 
couple then officially complained to the police, saying that the villagers 
had beat her. The police asked the women’s group to report to the 
police station. With newfound confidence, the village informed the 
police that the women were too many to come to them, so the police 
should came to the village. When the police did not turn up, the 
women's group composed a petition explaining events. Four of their 
members took the petition, signed by all the women, to the police. The 
police realized where the truth lay and informed the ostracized couple 
that they must rejoin the villagers on their terms or be arrested. The 
husband of the couple angrily threatened the Deenabandu represen- 
tative, who he blamed for organizing the people to have the audacity 
to go to the police. The issue was due to be discussed at the next joint 
meeting of the farmers’ and women’s groups, who would decide the 
terms on which the couple could be readmitted to village life. They 
would perhaps be required to pay a fine. In any case, they would have 
to admit that what they had done was wrong. 
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could not have overcome 


such problems. Nowwhen- — 


the bus stop and takes care of her. 
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Hari John pointed out that from the beginning 
the aim In the new area has been to work only 
with low caste villages, although high caste 
villages have requested their help. It will be up 
to the low caste villages, once empowered, to 
decide how and when to include the high caste 
villages in their organization. She continued: 
We begin [in a new area] by just sitting with 
the people and asking what their health 
’ needs are. This usually gets down to eco- 
nomics. They want money. In our old areas 
there are a lot of credit unions. So we took 
people from the new area to see how these 
other credit unions worked. And we took 
people from the old area to see the new 
area. Thisiscross-fertilization. We facilitate 
this coming together. Then we ask, “Is this 
something you want to do.” If they say, 
“Yes,” then we say, “Then you have to be 
organized.” 
We also take health workers from the old 
area and send them as a peer group to talk 
to the women in the new area and say how 
good itis to be organized, how acredit union 
is useful, how they have bargaining power 
and don't have to borrow from the high caste 
people at high interest rates. It was this peer 
group that succeeded in Lakshmi Reddi 
Palli. 
_| was looking at the map of this new area, 
where we are now experimenting with 


community-based health actions. We found 
that our approach in the old area was wrong. 
lf you want to make these harijan villages 
into a cluster so that the people have 
bargaining power as labourers, there’s no 
point in organizing a few here and a few 
there. You have to organize allofthe villages 
in a whole cluster so that they can bargain 
with the high caste people in the area. They 
can then say, “No, we won't work for 10 
rupees. You must raise your wage.” If the 
high caste people can look elsewhere for 
labour, your efforts are undermined. We 
made a mistake in our first area, so the 
strategy we are using in this new area is 
different. 

These may seem strong words, indeed, to a 

health professional who has not travelled the 

same path as Hari and Prem John. They are 


certainly a far cry from what most medical 


students are hearing in the classroom. For the 
Johns, however, Deenabandu has been their 
classroom, as they learned through trial and 
error the most effective strategies for commu- 
nity empowerment. Their priority.now is to 
share these strategies with others on a similar 
path. O 


The chart on the following two pages was drawn up for Contact 
by Hari and Prem John. In providing it they commented that the 
exercise provided them their first opportunity to sit down and 
map out their experience in this way. They highlight here the key 
elements of the Deenbandu programmein its 23-year progression. 
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ONE BIG WHITE CANVAS— 


LESSONS LEARNED FROM OUR TRAINING 
EXPERIENCES AT THE ASIAN HEALTH INSTITUTE, 


AICHI, JAPAN 


By Yoshi Ikezumi, Executive Secretary, Asian Health Institute (AHI). 
Established in 1980, AHI is a training institute for workers 
dedicated to health and development in Asian countries. 


INTRODUCTION 


We have been using the participatory training 
methodology forthe past five years, learning its 
principles and practice in different countries by 
observing and exchanging experiences with 
our counterpart organizations and other NGOs, 
by reading participatory training manuals, and 
by learning while actually doingit. Paulo Freire’s 
_philosophy of education has had a great impact 
on us and on many of the organizations we 
know that are using the participatory 
methodology. 


We feel that what we have learned and put into 
practice through AHI’s training programmes 
we owe greatly to the pioneers of the participa- 
tory training methodology in the so-called de- 
veloping countries. The attempts to focus 
mainly on participatory approaches to research, 
training, and development at the grassroots in 
the developing world represent a divergence 
from the traditional top-down approaches of 
the so-called industrialized developed world— 
the capitalist West and the former European 
socialist bloc. These participatory approaches 
may represent a new type of ideology. 


We hope that this developing ideology of grass- 
roots participation, no matter what name it may 
be called, will challenge the ideology ofthe free 
market, which provides for the privileged few 
while impoverishing millions and contributing 
to environmental destruction. We hope that it 
will offer alternatives that are more humanizing 
and liberating. Finally, we hope that the con- 
tinuing conflict between top-down and bottom- 
up ideologies and approaches will help to pre- 
vent further social and environmental deterio- 
ration and will help to make a more decent 
world for the impoverished majority. 


The mission of AHI is embodied in the slogan, 
“Sharing for Self-Help.” If we are genuinely 
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interested in the philosophy of sharing for self- 
help, then we must start with this basic principle 
in all of our activities, with participatory training 
atthe centre. Allow us to present a brief outline 
of the lessons we have learned in the process 
of using the participatory methodology at AHI. 


LESSONS 
“There is no teacher here, but...” 


Not a few participants in our international semi- 
nar workshops have asked us beforehand for 
the curriculum and timetable of activities. Not 
a few have been surprised when we tell them 
that “we,” the participants together with the 
facilitators and resource persons, have yet to 
produce the curriculum and timetable. We feel 
that workshops start with a “big white canvas” 
for the participants to paint on. The canvas, 
however, has some predetermined dimensions, 
including 1) a theme, for example community 
organizing, popular theatre, development edu- 
cation, or leadership for health; 2) atime frame, 
usually fourto five weeks; and 3) the workshop 
location, Nagoya, Japan, which is far from the 
field situations of the participants and helps 
them to view their respective work and social 
conditions objectively. For the first one to two 
days of the workshop, participants outline ac- 
tivities and a detailed timetable (see Table 1). 
Sharing is learning | 

The participants begin their learning expen- 
ence in the workshop by sharing their own 
experiences in their respective communities 
and organizations. Facilitators and resource 
persons help to manage the flow of communi- 
cation among participants. The learning expe- 
rience can only happen if the participants learn 
to share honestly among themselves, to listen 
to what others have to say, and to express 
themselves freely (each is responsible for his 
or her own learning). oe 


Table 1. An example of the outline of the International 
Seminar Workshop on Community Organization for 
Formulating Alternative Health Programmes in Asia 

(25 Sept. —28 Oct. 1989, Nagoya, Japan) 


PHASE | (25-28 Sept.) WHERE AM I? 
Structural analysis 
* orientation/introduction 
* organizing the course 
* sharing of “self” 
¢ sharing of organization 
¢ structural analysis (village level: 
problem identification, etc.) 
* principles (primary health care) 


PHASE Il (29 Sept.-10 Oct.) WHERE AM | GOING? 
Goals and visions of development 
¢ structural analysis (root causes of ill health 
and poverty) 
* country sharing (macro situation) 
* goal and vision of development 


PHASE Ill (11-15 Oct.) HOW DO I GO? 
Approaches to development 
- three case studies for analysis 
* synthesis of approaches to achieve the vision 
and goal of development 


PHASE IV (16-21 Oct.) HOW DO I/WE DO IT? 
Role of the community organizer 
* roles of the community organizer 
* leadership function 
* management of projects/programmes 
* community motivation 
* objective setting and planning 


PHASE V (23-28 Oct.) WHAT SHALL | DO? 
Back home action plan 
* developing action plan (decision-making 
session before implemention) 
* overall synthesis 
* overall evaluation 
* closing programme 


action among partici- 
pants, from thetime that 
we set the specific ob- 
jectives and goals ofthe 
seminar to the dividing 
of tasks in facilitating, 
record-keeping, logis- 
tics, and cooking. | 
When each participant 
helps to formulate the 
activities, there tends 
to be a high degree of 
attentiveness and par- 
ticipation. This follows 
a basic principle, put 
this way by David 
Werner: “When we lis- 
ten, we sometimes for- 
get; when we see apic- 
ture, we tendto remem- 
ber; when we do it our- 
selves, we understand 
more; but when we dis- 
cover it ourselves, we 
definitely use it.” 


The workshop context 
gradually emerges from 
the process, incontrast 
to the spoon-feeding 
methodologies that are 
characteristic of the 
“banking” approach to 
education. See Table 2 
for a comparison be- 
tween the banking ap- 
proach and the prob- 
lem-posing (participa- 
tory) approach. 


Starting with what we know, building on 
what we have 


The participants’ expectations for the work- 
shop, together with the experiences they have 
shared, form the building blocks of the work- 
shop. Resource persons provide additional 
experience to enrich the learning situation. 


THE CONTENT EMERGES FROM 
THE PROCESS 


In our practice of the participatory methodol- 
ogy, we try to emphasize the process of inter- 


THE GOAL: NOT JUST TO INCREASE 
KNOWLEDGE, BUT TO CHANGE SELF, 
SOCIETY, AND ENVIRONMENT 


We would like to believe that the training we 
offer at AHI is aimed not just at increasing 
knowledge, but at providing a venue to share 
concrete experiences and insights; successes 
and failures and shortcomings; as well as 
dreams, visions, and concrete alternatives and 
action plans to promote the transformation 
process, starting from oneself, in the struggle 
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to improve the qual- 
ity of life at the grass- 
roots. The training 
process is aimed at 
initiating self- 
change, at renewing 
the conviction to be - 
of greater service to 
people, through an 
attitudinal change 
and the sharpening 
of the critical facul- 
ties and understand- 
ing of social phe- 
nomena. There can 
be no social change without self-change within 
those who are the catalysts of social change 
and also within the people who are the subjects 
of social change. We are speaking here of an 
education process for liberation, based on Paulo 
Freire’s Philosophy of Education. 


BANKING APPROACH 


essential information 


DIFFICULTIES WE HAVE ENCOUNTERED 


We have had our own share of difficulties in 
practising the participatory methodology at AHI. 


Facilitation or manipulation? 


The role of the facilitator is an important one, 
and his or her work is beset with many chal- 
lenges. Among them is the tendency to ma- 
nipulate discussions towards the facilitator’s 
own views or agenda. Unless the facilitator 
always bears in mind the importance of the 
process rather than the content, such manipu- 
lation results in another experience in the “bank- 
ing” system of education. 


The language obstacle 


Another constraint to learning in our experi- 
ence has been the medium of communication 
in our international seminar workshops, which 
is commonly English. This presents a serious 
problem, both linguistic and cultural. Each 
participant is at a different level of English 
language ability. On the other hand, this lan- 
guage obstacle can become an advantage. 
How? By recognizing these differences in 
language ability, the facilitators, resource per- 
sons, and participants try to speak slowly and 
carefully, aiming to get their messages across. 
The listeners also pay greater attention to what 
is being said. 
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Teacher seen as possessing 


Pupils seen as “empty vessels” 
needing to be filled with knowledge 


Teacher talks, pupils absorb 
passively 


Table 2. A comparison between the “banking” approach and the 
problem-posing approach used in participatory training 
methodology, based on principles derived from Paulo Freire 


PROBLEM-POSING APPROACH 


Facilitator provides a framework for 
participants who are thinking, creative, 
and active to consider a common | 
problem and to find solutions 


Facilitator raises questions: Why? 
How? Who? 


Participants are active, describing, 
analyzing, suggesting, deciding, planning 


Achievement at the expense of the 
participatory process? 


In addition, there is the tendency to be achieve- 
ment- or result-oriented, at the expense of the 
participatory process—a weakness similar to 
that of manipulation in facilitation. A constant 
reminder for the facilitator should be the con- 
cept of the training process as a process of 
planting seeds, which grow progressively un- 
derthe properconditions, inthe spirit of St Paul’s 
words in his First Letter to the Corinthians 
(3:6), “Il planted, Apollos watered, but God 
gave the growth.” 


POST-TRAINING FOLLOW-UP 


During the post-training period, AHI provides 
moral, rather than material support, through 
small but meaningful gestures such as sending 
birthday greetings, making on-site visits, ex- 
changing newsletters, sponsoring consultations 
or AHI alumni homecomings in the participants’ 
respective countries or regions, encouraging 
participants to write about their experiences, 
and publishing their contributions. 


From time to time, former participants are in- 
vited to be resource persons for AHI interna- 
tional seminar workshops, and for the develop- 
ment education programme that AHI has initi- 
ated to help Japanese people learn more of the 
Asian reality. 


The training periodis neveran endin itself. The 
post-training activities of each participant, based 
on his or her own action plans, become the real 
test for growth, for change, for transformation 
both individual and collective. O 


DAVID WERNER ON THE EVOLUTION OF PRIMARY 
HEALTH CARE AND COMMUNITY PARTICIPATION 


In preparation for this Contact two-part series on leadership and community 
participation, Margareta Skéld interviewed David Werner, author of Where 
There Is No Doctor, during a CMC Think Tank for Latin America, held in Quito, 
Ecuador in December 1991. InContact No. 127 we printed excerpts from that 
interview that focused on leadership for health. Below we ‘share further 
excerpts, focusing on the evolution of primary health care and community 


participation. 


Sk6ld: We have published several of your 
articles in past issues of Contact. In an 
article published in 1982 you analyze the 
situation of rural health programmes in Latin 


America in regard to community participation. 


How do you see the primary health care 
movement today as compared to, say, 10 
years ago? How has it evolved? And have 
your ideas about PHC changed over the 
years? : 


Werner: Well, from our experience in 
Mexico in exchanging ideas with many differ- 
ent programmes working at the community 
level, we began to feel that it is very impor- 
tant that community-based health care be 
linked with popular movements, with people 
struggling for their rights in areas that affect 
health but are outside of the health care 
arena, rather than simply concentrating on 
community work with a focus on health care. 


| still feel that health care can be an entry 
point for working towards change in the 
larger sense, but it can also become a trap 
when people begin to focus narrowly on 
health and fail to deal with some of the un- 
derlying issues. In fact, health care as part 
of PHC has been used by a lot of the power 
structures as a pacification programme 
rather than an entry to a process for libera- 
tion. We see so often that governments 


have used the Alma-Ata thesis of PHC and 
misused it in order to co-opt grassroots 
programmes that have really grown up from 
the people, saying, “You have to fit into our 
structure.” 


Another big problem has been the corrupting 
of non-governmental programmes. US AID 
now provides funding for around 70% of the 
NGOs in the United States, for example, and 
once a programme receives such money 
there is pressure to emphasize family plan- 
ning, for example, or selective PHC, and so 
on. With the build-up that UNICEF and WHO 
have given to some of these approaches, 
many NGOs have moved towards a more 
vertical or selective approach in PHC without 


- analyzing enough what its real impact on 


community processes are. 


Skéld: | have heard you using the term PHC 
and also the term CBHC. Do you differenti- 
ate between the two, and what is their rela- 
tion to one another? 


Werner: Community-based should mean 
community-based, but ever since WHO 
invented the term community-based rehabili- 
tation for a top-down process imposed on 
communities more than coming from them, it 
has really kind of undermined the term. So 
many terminologies of solidarity have been 
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| co-opted by the powers that be. In Mexico, 
the term solidarity itself has now been co- 
opted and corrupted. | 


I've come to use the term community-con- 
trolled rather than community-based, to 
distinguish from the misuse and overuse of 
the term community-based. We feel it's so 
important that the community of poor or 

_ disadvantaged people have control, because 
in many communities, in so-called commu- 
nity-based programmes, the local power 
structure still has a dominating role. The 
programme may be called community-based, 
but it was started in the community with the 
help of an NGO or another agency and many 
of the community's wealthier, stronger, and 
more dominant personalities have moved 
into the positions of leadership and now 
manipulate some ofthe decisions to the 
advantage of the privileged within the com- 
munity. In thinking of community, we need to 
get back and look at the question of class 
structure. | 


Sk6ld: How would you see the relation 
between the community-controlled health 
programme and public health services? 
Where is the control? 


Werner: It’s very unusual, if it happens at 
all, that the community controls a govern- 
ment health service. | think that’s a fiction. 
It's important in a community-controlled 
health care programme that the people don’t 
fall into the trap of letting the government off 
the hook. Governments have also picked up 
on terms such as community-based, self- 
sufficiency, and self-determination and used 
them in making excuses for cutting back on 
health services. It’s one thing for a commu- 
nity of disadvantaged people to come to- 
gether and struggle for their health and their 
rights and to take the initiative. It’s another 
thing for a government to impose self-financ- 
ing On a poor community in the name of self- 
reliance. So it's very important for commu- 
nity-controlled health programmes to keep 
pressure On government and to be critical of 
cutbacks in health services and in food 
subsidies and in all of the other ways that are 
increasing poverty and hunger of the poor. 
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Sk6ld: You mentioned earlier that a health 
programme can be used as an entry point 
into the process of liberation. How is this 
process started? | would like to relate this to 
the role of NGOs, the role of agents that do 
not belong to the community but who would 
like to participate in the liberation process. 
Where does one start? 


Werner: | think that the key is in a process 
of situational analysis done by the commu- 
nity itself. So often progressive NGOs move 
into areas where people are oppressed, very 
poor, with few rights and enormous health 
needs. By beginning to work on the health 
problems, the people begin to get a sense of 
their power to affect at least some aspects of 
their lives. In the process of situational 
analysis, determining the causes of poor 
health, people begin to move back from 
focusing on curative action to preventive 
action, and finally they begin to take socio- 
political action. If they’re operating under a 
repressive regime, then often they become a 
target, as has happened in so much of Latin 
America and in the Philippines, for example. 
Then a lot of health workers go underground, 
and in the process of going underground 
they join the larger struggle for social 
change. Certainly this was the case in Nica- 
ragua. The people needed to defend them- 
selves against the abuses of repression that 
were affecting their health, and the health 
workers not only joined the resistance move- 
ment for change but helped to create it. 


Another enormously important thing in the 
PHC movement, or community-controlled 
health care movement, is human rights. The 
powers that be are becoming more coercive, 
more oppressive, and in many countries 
we're seeing outrageous violations of human 
rights related to this. | think groups working 
for popular movements and community 
health need to be very firm on the: question of 
human rights and to denounce abuses of 
human rights, even when it involves a risk. 
They need to establish links with the human 
rights commissions in their areas, as well as 
with Amnesty International and other 
international groups. O A 


USEFUL RESOURCE 
MATERIAL 


Tools for Community Participation—A 
Manual for Training Trainers in Participatory 
Techniques by Lyra Srinivasan 


Published as part of the PROWWESS/UNDP 
Technical Series Involving Women in Water 
and Sanitation, this manual is a detailed ac- 
count of the SARAR approach to participatory 
training. The focus of PROWWESS is the role 
of women in the community as collectors and 
users of water and the promoters of family 
health. Yet the methods described in this book 
are applicable to almost any training situation 
where changes in attitudes and actions are as 
important as exchange of information. The 
author points out that the idea of the book is to 
- tell the reader how it was done by one agency. 
It gives descriptions, not prescriptions. Many 
of the techniques and activities included are 
described in a “how to” step-by-step fashion, 
yet the reader is cautioned from the beginning 
against thinking of activities as a bag oftricks to 
enliven a training session. That would defeat 
the purpose of the participatory approach. 


The book is fully illustrated with photographs, 
drawings, graphics, and field examples. There 
is an accompanying video, showing the pro- 
cess unfolding in an actual field workshop. The 
video and manual are available in English and 
French for US$35 (US$25 to agencies in devel- 
oping countries). The manual alone in English 
may be obtained for US$15 (US$10 to agen- 
cies in developing countries). Available from 
PACT, Inc. at the following address: 


PACT, Inc. 

777 United Nations Plaza 
New York, New York 10017 
U.S.A. 


Time to Listen—The human aspect in 
development by Laurence Taylor and Peter 
Jenkins 


This book is composed almost entirely of one- 
page case studies, based on actual experience 
_ from all over the. world. They make fascinating 
reading and are intended to promote reflection 


and awareness-raising among a variety of 
individuals and groups involved in development. 
Grouped into chapters, the case studies 
illustrate anumber of subjects, for example, the 
unintended effects of development, pressure 
from donors, business and development, and 
politics and development. The authors provide 
a short introduction, and the case studies are 
punctuated with brief discussion questions. At 
the end of the book are suggestions for 
facilitating techniques. . 


The bookis based on the premise that develop- 
ment that does not involve local people in 
decision-making will not necessarily produce 
the desired results, and much that is called 
development goes on in an insensitive way. 
The real problems of the poorest of the poor are 
not always understood, and yet there is sur- 
prise when programmes intended for their ben- 
efit do not actually help. The authors insist that 
itis time to listen. Before an answer is given, 
the question must be understood. Before an 
intervention is made, its full relevance must be 
considered. This book is intended to promote 
listening for the sake of understanding. 


For information on howto obtain Time to Listen 
(ISBN 185339 004 6), please write directly to 
the publisher at the following address: 


Intermediate Technology Publications 

Intermediate Technology Development 
Group 

103/105 Southampton Row 

London WC1B 4HH 

United Kingdom. 


Implementing Primary Health Care— 
Experiences since Alma-Ata by Pieter 
Streefland and Jarl Chabot (eds.) 


Many books have been written on PHC since 
Alma-Ata, and therefore the need for another 
volume on the subject may not be obvious. 
Indeed, the introduction to Implementing 
Primary Health Careis lacking in newor practical 
information. Nonetheless, the book is worth 
reading for its useful discussion of some of the 
key issues in PHC: equity; community 
participation; community health workers; village 
health committees; financing of PHC; 
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appropriate technology; and the balancing of 
curative with preventive activities and selective 
with comprehensive approaches, for example. 


The book also presents case studies and de- 
scriptions of actual PHC programmes in Asia, 
Africa, and Latin America. These presenta- 
tions are realistic and compelling. They pro- 
vide interesting examples of how to initiate and 
manage comprehensive PHC programmes in 
various settings, the achievements that are 
possible, but also the problems and limitations 
that are encountered. 


The publication is based on the proceedings of 
a workshop that brought together technical 
advisers and practitioners with many years 
experience in the field but who are usually too 
busy to write or publish. The resulting material 
is useful to health workers who would like to 
initiate PHC activities or who are faced with 
problems in PHC implementation. 


Available at Dfl 39.50 in English (ISBN 90 6832 
034 3) and French (ISBN 90 6832 035 1) from 
KIT Press, the publications department of the 
Royal Tropical Institute (KIT), Amsterdam, The 
Netherlands, at the following address: — 


KIT Press 

Royal Tropical Institute 
Mauritskade 63 

1092 AD Amsterdam 
The Netherlands. 


Child-to-Child Primary Health Readers by 
the Voluntary Health Association of India (VHAI) 


How do we teach and encourage primary school 
children to become aware of their health and 
development problems or to become involved 
in the health of their younger brothers and 
sisters? 


The Voluntary Health Association of India 
(VHAI) has produced a series of readers that 
have been developed for this purpose for chil- 
dren in India. The series of five booklets, 
delightfully and colourfully illustrated and clearly 
presented will tempt any child to read them and 
discover, for example, how Saroja takes good 
care of her brother and mother when they are 
ill and there is no doctor around; how families 
can help one anotherto prevent accidents; how 
we can take care of ourteeth; howthe little town 
of Kachrapur became healthier and cleaner; 
and, finally, how Shanti and her friend arrange 
a Stall of health food for the annual school fair. 


Forinformation on how to obtain these readers, 
please contact VHAI directly at the following 
address: 


Voluntary Health Association of India 
Tong Swasthya Bhavan 

40 Institutional Area 

Near Centab Hotel 

New Delhi—110 016 

India. 
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